Multifaceted and mixed didactic-interactive methods are more effective ways to learn and change behaviour Study selection Randomised controlled trials or quasi-experimental designs were eligible which evaluated continuing professional development (CPD) interventions in dentistry (for dentists and professions complimentary to dentistry) on learning gains, behaviour change or patient outcomes. These could be compared against no intervention or another CPD intervention. There were no minimum follow up times.
to the intervention, and the studies were quality assessed using a custom system based on the CONSORT statement. The results were reported in a narrative form and no attempt was made to combine them in a meta-analysis.
Results Ten studies were included. Eight studies were judged to be of high to moderately high quality. None of the studies measured patient outcomes, but a multifaceted black box intervention resulted in selfreported patient care and face-to-face contact to change antibiotic prescribing habits showed a change in clinician behaviour. The size of this effect for both of these is not reported here. There was some effect on knowledge but not on behaviour for courses and workshops, written material, computer-assisted learning and audit and feedback.
Conclusions Multi-method and multi-phased dental CPD has potential for the greatest impact on practitioner behaviour. As with reviews of various interventions to change all health professionals' behaviour conducted by the Cochrane EPOC group, 1 the results are broadly not too encouraging. I think, though, that we should be careful in drawing too many conclusions from the findings of this review not through any fault of the authors but because of the paucity of studies they could include. However, the narrower EPOC review of education meetings alone suggests that even where more studies are included the effect of continuing education may be moderate with a risk difference (RD) of 6% (interquartile range 1.8 to 15.9) in compliance with desired practice for those who attend. 2 In that review there was no effect on behaviour change where the behaviour was a complex one but there was a greater improvement when didactic and interactive methods were used (median adjusted RD 13.6).
There is much discussion in the knowledge translation literature about the importance of the context a clinician works within when designing interventions to change behaviour, 3 something that a one-off lecture or seminar will struggle to incorporate. It may be that the face-to-face intervention reported in this review that did appear to change clinician behaviour was able in part to do this.
Knowledge may be a necessary component of change, but not a sufficient one.
Of course it is possible that the picture may be a little brighter and that clinicians do indeed change behaviour but not in the way the researchers measured it. There can be a naïve assumption that knowledge is simply transferred to clinicians and put into practice.
Adult learning theories came to undermine this idea, recognising that adults come with their own experiences and make of the knowledge they encounter what they will. Should we expect dentists to behave differently from any other adult learners? Thus they may learn from the CPD but in ways not anticipated, transform-
